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Arrhythmias following Thoracic Surgery.— 
A report is made of 12 patients who demon- 
strated cardiac arrhythmias following thoracic 
surgery. Nine occurred in a series of 43 
patients with carcinoma of the lung who 
underwent lobectomy or pneumonectomy 
(21 per cent). The remaining 3 cases oc- 
curred among 13 cases in whom exploration 
or resection of a carcinoma of the oesophagus 
was performed. Of the 12 cases with arrhyth- 
mia, 8 developed auricular fibrillation and 4 
developed auricular flutter. In 2 cases auricu- 
lar premature beats were noted, either pre- 
ceding or subsequent to the tachycardia. 
Thus quinidine therapy seems to be justified 
if premature beats develop. From the ex- 
perience reported here, it may also be advised 
prophylactically in patients who undergo 
partial oesophagectomy. The exact cause for 
the arrhythmias remained obscure. Predis- 
posing factors seemed to be (1) the age of the 
patient (all were older than thirty-nine, the 
average being fifty-three), (2) infection such 
as empyema, pericarditis, (3) collapse of the 
lung. Most of the patients reéstablished 
normal rhythm spontaneously in two or three 
days. Rapid digitalization may be necessary 
at times to prevent congestive heart failure. 
A course of quinidine sulfate is indicated if 
there is no imminent danger of congestive 
heart failure.—Cardiac Arrhythmias following 
Thoracic Surgery, J. H. Currens, P. D. 
White & E. D. Churchill, New England J. 
Med., August 26, 1943, 229: 360.—(J. B.) 


Tuberculosis Case-Finding.—The oppor- 
tunity offered to examine admissions to gen- 


examination of the chest has not been fully 
utilized as a tuberculosis case-finding program. 
The authors report the results of such a case- 
finding demonstration at Grasslands Hospital 
extending over a period of eighteen months 
dating from July 1, 1941 to January 1, 1943. 
A total of 7,187 patients, or 74 per cent of all 
admissions, were included in the study, those 
excluded representing admissions to the chest 
services or those with expected heart or lung 
disease. The fluoroscope was first used and, 
where evidence of disease was indicated, roent- 
genograms were also taken. Seventy-nine per 
cent of the patients were white and 21 per 
cent colored. Evidence of manifest tubercu- 
losis, which would not otherwise have been 
detected, was found in 290 patients, or 4 per 
cent of the total series. Of these, 2.8 per cent 
had reinfection disease and 0.6 per cent had 
active or questionably active disease requiring 
hospitalization or close observation. This 
group is particularly important from a public 
health point of view because of the ease of 
transmitting the disease to others. The 
authors feel that more thorough use should be 
made of these available routine methods of 
examination. Incidentally better protection 
for the hospital worker is made possible 
through isolation and treatment of infectious 
cases.— Tuberculosis Case Finding by General 
Hospitals, W. G. Childress, A. G. Debbie & 
E. L. Harmon, J. A. M. A., August 14, 1943, 
122: 1063.—(G. L. L.) 


Tuberculosis in Chinese Children.—Be- 
tween March, 1928 and January 1, 1940, in- 
tracutaneous tests with 0.1 mg. Old Tuber- 


eral hospitals by routine X-ray or fluoroscopic culin were done in 2,931 city children and 


33 


failed 
y case pe 
with 
ormal 
ar- 
> case 4 
q 
tored 
aliza- 
rdiac 
f the 
tudy. 
initi- a 
none 
ntial 
teral 
yneu- 
Ision 
i 
nias, 
the 
i 
icing 
un- er 
neu- 
jetts, 

= 

a 


34 ABSTRACTS 


1,787 country children. Among the city 
children, 40.7 per cent of the boys and 47.2 
per cent of the girls gave a positive reaction, 
with a statistically significant difference be- 
tween the two groups. Among the country 
children, the respective figures were 44.4 per 
cent and 52.7 per cent, also with a statisti- 
cally significant difference — Tuberculosis: In- 
cidence among Chinese Children, Annie V. 
Scott, Chinese M. J., April-June, 1943, 61: 
117.—(G. C. L.) 


Tuberculosis in Children.—The majority of 
children are infected with tuberculosis from a 
human source and so develop infection through 
the respiratory tract. The younger the age 
at which the infection takes place, the greater 
the risk to life. Great care should therefore 
be taken to guard young children from con- 
tact with a tuberculosis carrier. This can be 
accomplished by isolating all open cases of 
tuberculosis in sanatoria. When a positive 
tuberculin test is discovered in a child under 
four years of age, the child should be placed 
in suitable surroundings and kept under care- 
ful observation for six months. Guard 
against the superimposition of the exanthe- 
mata and other infections. Ample supplies 
of milk and codliver oil or some vitamin-D 
preparation tend to promote healing of the 
pulmonary lesion. Tuberculosis sanatoria 
are not suitable for young children. Special 
convalescent homes or preventoria would be 
more suitable——Incidence and Treatment of 
Tuberculosis in Children, G. B. Fleming, Lan- 
cet, November 6, 1943, 2: 580—(J. B.) 


Primary Group Infection.—At this time, 
primary tuberculous infections in adults are 
recognized as a common occurrence. The 
rate of infection of the entire population has 
been on the decrease for the past two genera- 
tions and diagnostic facilities are better de- 
veloped than they were. The importance of 
recognizing primary infections lies not so 
much in the treatment of the individual case 
as in search for the source. Two endemics of 
primary tuberculous group infection have 
been observed recently. A young soldier was 


diagnosed as a postprimary case of tubercu- 
losis after an illness the beginning of which 
dated back to more than one year. Although 
this soldier’s unit had been dismissed by the 
time the diagnosis was made, the source, or 
donator, of the disease was finally traced. 
Twelve more soldiers who had served in the 
same unit had been diagnosed as primary or 
postprimary cases in the course of this year, 
but it was only after the first mentioned case, 
the indicator, had been discovered that the 
donator was located. In this endemic it was 
not perfectly clear whether one of the con- 
tacts, or acceptors, did not in turn propagate 
the infection. In any case, the original do- 
nator had open cavitary tuberculosis and must 
be regarded as the source. All but one case 
yielded to treatment. There was one death 
from meningitis. The second endemic was 
observed in a family group. The indicator 
in this case was a four year old girl who died 
of what probably was tuberculous meningitis. 
Aside from the dead child, 6 more children, 
ranging in age from five to fourteen, the 
mother of the children and 2 female household 


helpers were diagnosed as having active 


primary tuberculosis. The search for the 
source led to an uncle with open tuberculosis, 
who lived with the family —Uber tuberkulése 
Gruppen-Primoinfektion im Militar und im 
Zivilleben, W. Léffler & F. Zwingli, Schweiz. 
med. Wehnschr., June 12, 1943, 73: 761.— 
(H. M.) 


Tuberculosis and Hodgkin’s Disease.—A 
twenty-two year old man developed cervical 
adenopathy in May, 1941. Over a period of 
several months the condition remained sta- 
tionary, and in January, 1942 a node was 
excised. The report on the specimen was 
Hodgkin’s disease. In March, 1942 he re- 
ceived radiation therapy because of recurrence 
of a node at the site of the biopsy and because 
of glandular enlargement in other cervical 
locations. In April, a chest film showed left 
hilar adenopathy, and a course of radiation 
was directed to that area with good regression 
of the hilar nodes. In June all evidence of 
mediastinal tumor had disappeared. Shortly 
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thereafter the patient developed respiratory 
symptoms, and in July of the same year he 
died with a rapidly progressive consolidation 
of both lungs. Autopsy showed gelatinous 
pneumonia and disseminated tuberculous 
lesions involving both lower lobes and the 
right middle lobe. The question arises 
whether there is any connection between the 
two diseases as such, or whether the patient 
had indeed both diseases to begin with, 
namely Hodgkin’s disease of the cervical 
nodes, and tuberculosis of the mediastinal 
nodes, or a mixed disease of the mediastinal 
nodes. It is the author’s opinion that Hodg- 
kin’s disease is closely related to Boeck’s dis- 
seminated sarcoidosis, both being diseases of 
the reticulo-endothelial system. Boeck’s dis- 
ease is the benign form, and Hodgkin’s disease 
the malignant form. Since caseating tuber- 
culosis is a well known end-result of sarcoidosis 
a similar outcome of an occasional case of 
Hodgkin’s disease may well be postulated.— 
Lymphgranulome et tuberculose, A. Grosjean, 
Schweiz. med. Wehnschr., July 17, 1943, 73: 
891.—(H. M.) 


Boeck’s Disease.—It is practically im- 
possible to make a positive diagnosis of sar- 
coidosis from the X-ray picture alone. The 
“characteristic lesion,” enlargement of the 
hilar nodes with stringy or disseminated 
lesions reaching into both lung fields, is en- 
tirely compatible with tuberculosis of the 
lung. The clinician may be misled, in turn, 
by a good general condition, the absence of 
tubercle bacilli in the sputum, or even a nega- 
tive tuberculin test. The diagnosis of sar- 
coidosis should never be made until the pa- 
tient has been under observation for a long 
time and until all methods of demonstrating 
tubercle bacilli, including sputum, laryngeal 
smear, stomach washings and stool examina- 
tions, have failed. Animal inoculation should 
also be resorted to. These rigid standards 
have to be adhered to because of the im- 
portance of diagnosing tuberculosis when 
present. A case record is presented to illus- 
trate the many pitfalls of the disease.—Be- 
merkungen zur Diagnose “Boecksche Krank- 


heit der Lungen,” H. Mauderli, Schweiz. med. 
Wehnschr., November 20, 1943, 73: 13893.— 
(H. M.) 


Primary Tracheobronchial Tuberculosis.— 
A colored girl, aged nine years, with the 
history of intermittent fever for one-half year 
and with a negative roentgen examination, 
presented later findings of multiple bilateral 
small nodular shadows, more on the right than 
on the left, a small pleural effusion and en- 
larged peritracheal lymph nodes on the right. 
A selective pneumothorax was induced and 
shortly afterwards the lower collapsed lung 
showed the appearance of atelectasis. This 
remained fairly unchanged for several weeks. 
By bronchoscopy the obstruction of the right 
lower bronchus was relieved while the middle 
lobar bronchus remained obstructed. The 
child died from meningitis. The autopsy re- 
vealed a primary ulcerative tracheobronchitis 
with involvement of the regional lymph nodes 
which had caused atelectasis and bronchiec- 
tasis of the right lower and middle lobes. 
There were numerous miliary foci and bron- 
chiolitis probably as the result of a haemato- 
genous and lymphogenous dissemination. 
Since there were no other primary tuber- 
culous lesions present, the author concludes 
that this was a case of a primary tracheo- 
bronchial tuberculosis with characteristic 
satellite involvement of the regional peri- 
tracheal lymphatics indicating a pathologi- 
cally well demonstrable primary tuberculous 
ganglio-tracheal complex.— Un caso de tuber- 
culosis primaria bronquial, R. G. Mendoza, 
J. G. Arrazuria & R. Meneses, Rev. de tuberc. 
d, Cuba, January-March, 1943, 7: 3.—(F. 
G. K.) 


Bronchus Perforation of Tuberculous 
Lymph Nodes.—In 2 children of one and two 
years of age ganglio-bronchial perforation 
occurred and both children died. The first 
child did not reveal any acute symptoms prior 
to the event. There was, on autopsy, a 
caseous pneumonia with secondary cavitation 
in the right lower lung which probably was the 
site of the primary tuberculous lesion and 
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which had developed within the last six 
months. A terminal endobronchial tubercu- 
losis caused an extensive atelectasis. In the 
second case there was an atelectasis within 
the collapsed lung as the result of an artificial 
pneumothorax. tuberculous broncho- 
pneumonia with homolateral spread preceded. 
In this case it was difficult to conclude whether 
the perforation took place in the course of the 
collapse therapy or previously. In the latter 
instance extrinsic pressure of the bronchus in 


the collapsed lobe may have been an important 


factor in the mechanism of the bronchial 
obstruction. The clinical picture of ganglio- 
bronchial perforation, its course and prog- 
nosis depend upon an acute, subacute or 
chronic beginning, the amount and constitu- 
tion of the material poured into the bronchi 
and the number of bacilli contained in it, and 
upon the preéxisting condition of the lungs. 
Symptoms vary accordingly from complete 
absence to sudden death under the most 
severe asphyxia. An atelectasis is frequently 
seen probably as the result of bronchial ob- 
struction with spread of the infection into the 
regional bronchi. Bronchoscopic examina- 
tion and aspiration are necessary in any pa- 
tient showing an atelectasis aiming at the 
removal of the necrotic node which blocks the 
bronchial lumen.—Consideraciones acerca de 
la perforacion ganglio-bronquial, R. G. Men- 
doza & R. M. Manas, Rev. de tuberc. d. Cuba, 
January-March, 1943, 7: 18—(F. G. K.) 


Oesophago-bronchial Fistula—Two pa- 
tients with oesophago-bronchial fistula be- 
tween the right main bronchus and oesophagus 
which existed for nine and thirty-two months, 
respectively, are reported. No definite cause 
could be demonstrated, although one patient 
had developed a pulmonary abscess and 
coughed up a mass of necrotic tissue imme- 
diately preceding the development of symp- 
toms. There was no apparent tendency for 
the fistula to close after the oesophagus was 
placed at rest. Prompt closure of the oeso- 
phageal end of the fistula resulted following 
the oesophagoscopic application of sodium 
hydroxide crystal fused on a curved metal 


applicator and carried into the fistula for a 
distance of several centimeters. Both pa- 
tients have been free from symptoms over 
eighteen months.—Esophagobronchial  Fis- 
tula, L. H. Clerf & J. J. O' Keefe, Surg., 
Gynec. & Obst., December, 1943, 77: 615.— 
(G. C. L.) 


Tuberculous Pericarditis.—Tuberculous per- 
icarditis was found in 1.3 per cent of the cases 
with pulmonary tuberculosis at autopsies per- 
formed at the Hépital Laval. Two cases are 
reported in whom the diagnosis of tuberculous 
pericarditis was made, one of whom could be 
discharged from the hospital as cured. Pri- 
mary tuberculous pericarditis does not exist; 
usually the infection takes place from medi- 
astinal lymph nodes by way of the lymph ves- 
sels. Aspiration of pericardial exudate is 
necessary to verify the diagnosis. Most of 
the patients die two to four weeks after the 
onset of the disease. Tuberculous pericarditis 
is one of the most frequent causes of oblitera- 
tion of the pericardium.—Péricardite tubercu- 
leuse, R. Desmeules, Laval méd., October, 1943, 
8: 578. —(G. C. L.) 


Tuberculosis of Skin.—During the years 
1923 to 1941, 40,169 dermatological cases were 
examined in several hospitals in Buenos Aires. 
Among this group there were found many with 
tuberculous lesions. They were divided into 
those cases with typical tuberculosis of the 
skin, those with atypical tuberculosis and 
those in which the relation between the skin 
disease and tuberculosis was questionable 
(erythema nodosum and lupus erythematosis). 
In the first group there were 114 cases (0.28 
per cent), in the second group 233 cases (0.56 
per cent), and in the third group 505 cases 
(1.25 per cent). It is found that this per- 
centage of tuberculosis of the skin in relation 
to all other diseases of the skin varies consider- 
ably in different countries. In Europe tuber- 
culosis represents from 4 to’ 20 per cent of 
dermatological diseases according to various 
authors and according to the country reporting 
the statistics. The most frequently observed 
form of typical cutaneous tuberculosis is 
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lupus vulgaris. The clinical criteria of diag- 
nosis are of great importance. Histological 
examination is not always possible and bac- 
teriological examination is laborious and may 
long delay the diagnosis. Biological proof by 
means of intracutaneous injection of Old 
Tuberculin or PPD provides accurate means 
of diagnosis. If cutaneous tuberculosis is 
present the reactions are very sharp and of 
early appearance. Many of the cases ob- 
served were further studied by means of 
roentgenograms of the chest and in 68 per 
cent there were found active residual or sus- 
piciously active pulmonary lesions. Higher 
percentages with demonstrable pulmonary 
lesions were found in those cases which had 
typical cutaneous tuberculosis, such as tuber- 
culides or disseminated miliary lupus, whereas 
the percentage was lower in those with ery- 
thema nodosum. The diagnosis of tubercu- 
losis of the skin must rest principally on clini- 
cal criteria supported by the reaction obtained 
with intracutaneous tuberculin.—Tubercu- 
losis cutdneas, J. J. Puente, An. Cdted. de pat. 
y clin. tuberc., June, 1942, 4: 56.—(A. A. E.) 


Tuberculosis of Skull.—At the Peiping 
Union Medical College Hospital, more than 70 
cases of tuberculosis of the flat bones of the 
vault of the skull were diagnosed between 
1926 and 1940. Sufficient data to confirm the 
diagnosis were obtained in 40 cases. Of 
these, 23 were male and 17 female. Eighty 
per cent of the patients were at an age of less 
than twenty years. Tuberculous lesions in 
other parts of the body were found in 85 per 
cent of the cases. Involvement of other flat 
bones at the same time was seen frequently. 
Tuberculosis of the skull is practically always 
secondary to a lesion elsewhere in the body. 
The circumscribed (perforating) type of 
lesion, involving at first one table, and having 
a tendency to perforate the entire thickness of 
the bone, was seen in 38 cases; the diffuse 
(infiltrating) type in 2 cases. The frontal 
and parietal bones were most frequently in- 
volved. The clinical findings were usually a 
painless cold abscess or a draining sinus. No 
meningeal or cerebral symptoms were seen. 


The roentgenological picture was usually that 
of one or more circumscribed, round or oval, 
punched-out bone defects. A culture of 
aspirated pus was done four times and was 
positive for tubercle bacilli three times. Ani- 
mal inoculation was done three times and was 
positive three times. In 20 cases the diag- 
nosis was established by biopsy. Operative 
treatment, consisting in complete excision of 
the diseased tissues, was performed in 8 cases. 
In 4 cases the wounds healed per primam. In 
the other 4 cases, the wounds healed from one 
to ten months later. Roentgentherapy may 
help in cases in which local excision is im- 
possible— Tuberculosis of the Flat Bones of 
the Vault of the Skull. A Study of Forty 
Cases, C. M. Meng & Y. K. Wu, Chinese 
M. J., April-June, 1943, 61: 155 —(G. C. L.) 


Endometrial Tuberculosis and Sterility.— 
Genital tuberculosis in the female is a disease 
mainly of the procreative period. It is ac- 
cepted that the tubes are most frequently 
affected (85 to 90 per cent). The diagnosis of 
genital tuberculosis is difficult except in the 
presence of tumor. In the majority of cases 
the condition is usually not discovered at all 
or is discovered only by chance during opera- 
tion or postmortem examination. A hypo- 
plastic uterus is an important clinical sign 
suggesting genital tuberculosis. Since steril- 
ity frequently coincides with a hypoplastic 
uterus, one should suppose that genital tuber- 
culosis might be found more often in these 
cases. A latent tuberculosis of the salpinx 
is quite frequently discovered only during an 
operation for sterility. During the last two 
years the authors have done endometrial 
biopsies by means of strip curettage in cases 
of sterility and have classified the results in 
208 cases. In this series, there were 20 cases 
in which tuberculous endometritis was found 
microscopically. In 18 of the 20 cases an 
X-ray was made of the lungs and no evidence 
was found of active pulmonary tuberculosis. 
The erythrocyte sedimentation rate was nor- 
mal in 10 women examined. Gynecological 
examination did not reveal in any of the cases 
even the most trifling evidence of genital 
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tuberculosis. Sterility was the only complaint 
which caused the 208 women to seek medical 
advice. The authors conclude that the high 
number of cases (10 per cent) of tuberculous 
endometritis found by them in sterile, other- 
wise healthy, women points to a more than 
accidental connection between latent tuber- 
culosis of the genital tract and sterility — 
Endometrial Tuberculosis as a Cause of Steril- 
ity, E. Rabau, I. Halbrecht & J. Casper, 
J. A. M. A., July 17, 1943, 122: 801.—(G. 
L. L.) 


Tuberculosis of Parathyroids.—Tuberculo- 
sis of the parathyroid gland occurs very 
rarely. The parathyroid glands of 28 indi- 
viduals who died of tuberculosis have been 
studied. In 3 of these, lesions typical of 
tuberculosis were found in one of the para- 
thyroid glands. This is a secondary tuber- 
culous lesion and often haematogenous in 
origin. Two types are described, the caseous 
and follicular. Apart from the tuberculosis 
which was found in 3 of these patients, other 
lesions of the parathyroids were also disclosed. 
The most frequent change was congestion and 
hyperaemia. In 9 cases fibrosis and inter- 
stitial oedema were seen, in 3 fatty degenera- 
tion of the glands was observed, in one amyloid 
changes were seen, and in 6 a cellular paren- 
chymatous degeneration. — Tuberculosis de las 
gléndulas paratiroides y sus lesiones en los 
tuberculosos, D. Vivoli, An. Cdted. de pat. y 
clin. tuberc., June, 1942, 4: 103—(A. A. E.) 


Altitude on Pneumothorax.—The effect of 
varying altitudes on 5 patients with various 
types of pneumothorax was studied in a low- 
pressure chamber. Roentgenograms, electro- 
cardiograms, changes in vital capacity and 
clinical picture were studied in 4 of the cases, 
and in 2 an analysis of the alveolar air at 
various heights was made. It was concluded 
that it is dangerous to fly cases of tension 
pneumothorax at any height until a needle 
has been put in position and kept in the chest 


wall to allow the air under pressure to escape. 


No patient with an open chest wound causing 
pneumothorax should go above 4,000 feet if 
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transported by air to the base. If it is neces- 
sary to go to greater heights, the pressure 
should be adjusted by removing as much air 
as possible before the start of the journey. A 
mobile mediastinum is an advantage in with- 
standing the effects of high altitude on pneu- 
mothorax patients, whereas those with adhe- 
sions or a fixed mediastinum are in danger of 
rupture of an adhesion.— Effect of Altitude on 
Cases of Pneumothorax, G. S. Todd, Lancet, 
November 13, 1943, 2: 597 -—(J. B.) 


Expiratory Chest Films and Pneumothorax. 
—Because of the filmy nature of many adhe- 
sions, films taken in the posterior-anterior in- 
spiratory position frequently fail to demon- 
strate them. Nevertheless their presence 
may be suspected under three circumstances: 
if an anatomically apparently satisfactory 
pneumothorax does not bring about sputum 
conversion, if cavities do not collapse in an 
apparently good pneumothorax, or if an effec- 
tive pneumothorax has to be refilled fre- 
quently with large amounts. A posterior- 
anterior film taken in the expiratory position 
will then demonstrate the suspected adhesions. 
Such a film is recommended whenever the 
circumstances are as described above.—Die 
Notwendigkett der Lungenaufnahme im Ex- 
spirium bein Pneumothorar, W. Frdhlich, 
Schweiz. med. Wehnschr., September 11, 1943, 
73: 1107.—(H. M.) 


Atraumatic Thoracoplasty.—The ideal to be 
sought for in the development of a thoraco- 
plastic operation is that operation which will 
fulfil the following conditions: (1) efficiency in 
producing desired results; (2) diminution of 
the operative shock to the least possible level; 
(3) security for the patient. The operation 
described is done through a short skin incision 
in the course ,of the fibres of the trapezius 
muscle above the spine of the scapula. The 
fibres of the trapezius and rhomboid muscles 
are split and the ribs exposed. By means of 
special instruments designed by the author 
the first and second ribs are then removed 
anteriorly to the cartilages. For the lower 
stages a vertical incision in the parascapular 
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region is made and the fibres of the trapezius 
and rhomboid muscles are then split exposing 
the lower ribs. This incision may be extended 
downwards if further costal resection is neces- 
sary. Local anaesthesia is used throughout. 
The incisions are minimal in length and do 
not require the division of muscle fibres and 
haemorrhage and operative shock are very 
slight. This operation has been used 89 times 
in 34 patients; the operative mortality has 
been 1.12 per cent, and the patient mortality 
rate 2.94 per cent.—La toracoplastia atraum- 
atica, J. C. Barberis, Rev. Asoc. méd argent., 
May, 1943, 57: 226—({A. A. E.) 


Postthoracoplasty Roentgenogram.—Ordi- 
narily the contour of the regenerated ribs 
is uniform and regular in outline, the contour 
merging with that of the unresected portion 
of the thorax. In some instances it has been 


noted that this contour is disrupted by a 
degree of outward displacement or localized 
lateral convexity, especially in postthoraco- 
plasty patients with persistently positive 
sputum; it is believed that this lateral con- 


vexity overlies an unclosed cavity or aerated 
lung tissue. The contour pattern of the 
regenerating bony cage is greatly dependent 
upon the underlying pleuro-pulmonary con- 
ditions, there being greater collapse where 
the pleura is thin and relaxation of the lung 
is great. A cavity remaining open, with or 
without increased intracavity pressure, cre- 
ates a barrier about which the new bone is 
formed and cavities with positive pressures 
are notoriously resistant to closure by any 
means of collapse therapy. Thus it is not 
unusual to see a projecting tension cavity 
under a pneumothorax in spite of marked 
collapse of the surrounding lung. In 63, or 
80 per cent, of a group of 78 postoperative 
eases in which thoracoplasty had not been 
followed by negative sputum and having no 
evidence of disease in the contralateral lung, 
a prominent localized lateral convexity was 
seen. In the remaining 15 cases sources of 
tubercle bacilli other than the original cavity 
were demonstrable. Roentgenograms of 75 
successful thoracoplasty cases with negative 


sputum were used for comparison. In none 
of these cases was any change in the local 
contour demonstrable. A technical error in 
the positioning of postthoracoplasty patients 
was noted and corrected by allowing for 
altered structural relationship of the spine 
and shoulder girdle. Thus, in order to obtain 
satisfactory films for comparison with pre- 
operative films and determine the true con- 
tour of the lateral aspect, it was found neces- 
sary to rotate the patient somewhat so that 
the shoulder of the operated side is a little 
distance away from the cassette. Some of the 
upper scoliosis may have to be corrected also 
by having the patient incline the head toward 
the shoulder of the operated side. At times 
the convexity may be demonstrated only by 
tangential projections. Localized lateral dis- 
placement has been noted in other conditions 
not necessarily related to tension cavity or 
positive sputum. These include unintentional 
loss of periosteum locally, fluid in the pleural 
cavity preoperatively and allowed to remain 
and patent bronchopleural fistula producing 
a superatmospheric intrapleural pressure. Re- 
cently, a contour change has been seen in 
thoracoplasties following Monaldi cavity 
drainage. It is believed that, when a localized 
convexity is seen, bacteriological examinations 
should be intensified to determine whether the 
disease is active—The Post-Thoracoplasty 
Roentgenogram with Special Reference to Pos- 
ture, J. Gordon & H. K. Taylor, Radiology, 
January, 1943, 40: 42.—(G. F. M.) 


Virulence of Tubercle Bacilli—The identi- 
fication of the virulence or avirulence of the 
mammalian tubercle bacillus is one of the 
most important problems to confront the 
investigator about to perform infection experi- 
ments. In choosing cultures it is not safe 
to use the arbitrary label designation of the 
strain as a guarantee of virulence. A study 
of human strain H37 (Baldwin), which has 
probably been used more extensively in 
America than any other strain of tubercle 
bacilli for chemical, biological and immuno- 
logical studies, obtained from various sources 
in the United States revealed grades of viru- 
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lence ranging from avirulence to a fairly high 
degree of virulence in the so-called dissociated 
strains. Eight such strains were tested in 
guinea pigs by both intravenous inoculation 
of 1 mg. and the subcutaneous inoculation of 
the same amount and a thousand times and 
more and lesser amounts. The fact that a 
strain has been recently isolated from the 
sputum of an open case of tuberculosis is no 
guarantee that it is highly virulent. In a 
previous study the authors found that old 
cases of tuberculosis may harbor moderately 
virulent strains in their sputum, although 
some were still highly virulent. In certain 
cases it was even possible to obtain attenuated 
or avirulent tubercle bacilli. In a present 
study of 6 strains of human tubercle bacilli 
it was found that a slight gradual depreciation 
in virulence had occurred during six years of 
monthly subculturing. These strains, how- 
ever, for all practical purposes were still of a 
fairly high virulence. It must be noted that 
an occasional strain may show little or no loss 
in virulence under artificial cultivation for 
many years. The authors mention a bovine 
strain, isolated twenty-three years ago, which 
is still highly virulent for guinea pigs and 
rabbits. The virulence of the strain of bacilli 
used for infection experiments should be def- 
initely known and a highly virulent strain 
usually should be used. The intravenous 
method of virulence determination of mam- 
malian tubercle bacilli in guinea pigs offers a 
rapid approximate test which can be verified 
further by appropriate graded subcutaneous 
tests when accuracy is of supreme importance. 
Although the authors give no criteria as to 
how rapidly a strain should kill to be con- 
sidered as possessing high virulence, from the 
tables it would appear that some cultures 
killed in as little time as from two to three 
weeks when administered intravenously (mar- 
ginal ear vein) in 1 mg. amounts. When 
preservation of virulence is paramount in 
maintaining strains of mammalian tubercle 
bacilli, this can be achieved by storing 
desiccated bacilli in sealed glass tubes at 
refrigerator (3°C.) temperature, thus ob- 
viating the influences of repeated culturing 


and detrimental effects of preservation on 
mediums.— The Virulence of Tubercle Bacilli 
and the Fallacy of Assuming the Grade of 
Virulence from Arbitrary Designations, H. J. 
Corper & M. L. Cohn, Am. J. Clin. Path., 
July, 1943, 13: 352.—(J. S. W.) 


Demonstration of Tubercle Bacilliin Tissue. 
—A staining method and equipment for the 
detection of tubercle bacilli in tissue is de- 
scribed. Tissue sections 6 to 10 micra are 
stained with carbolauramine solution and 
decolorized with acid alcohol. Preparations 
are counterstained with methylene blue, 
dehydrated, cleared, and mounted in xylol- 
clarite for permanent preparations. Distilled 
water, glycerin, medicinal mineral oil, or 
Shillaber’s immersion oil may also be used 
as mounting medium, provided the cover glass 
is sealed with shellac or paraffin wax. The 
preparations are examined with ultraviolet 
radiation using low power magnification (50X 
or 100X) and a dark field stop for the initial 
examination. Higher magnification (430X) 
is necessary to check the morphology of 
stained elements. Tubercle bacilli appear 
as thin, yellow, luminous, slightly curved rods 
on a dark background. The staining method 
and fluorescence microscope have also proved 
satisfactory for the detection of Mycobac- 
terium tuberculosis in sputum, pus and body 
fluids. One of the authors, E. Loewenstein, 
has successfully used this method for the 
detection of lepra bacilli in smears.—Demon- 
stration of Tubercle Bacilli in tissue by Fluores- 
cence Microscopy, G. Crossmon & E. 
Loewenstein, J. Lab. & Clin. Med., August, 
1943, 28: 1348 (Authors’ Summary).— 
(F. G. P.) 


Vole Acid-fast Bacillus.—In 1940 encourag- 
ing reports appeared on the use of the vole 
acid-fast bacillus isolated from an English 
meadow mouse, by British investigators, for 
a specific immunization in the guinea pig 
against virulent human and bovine tubercle 
bacilli. The vole bacillus was reported to be 
superior to BCG and therefore merited further 
study. Because of interruption of the work 
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in Britain by the war, a study of this bacillus 
was instituted by the present authors. The 
strain of vole acid-fast bacillus employed in 
this investigation was known as “‘Vole D 15” 
and was isolated on May 27, 1938 from the 
caseous lymph nodes in the neck of a vole 
which had been trapped in Wales. This 
strain is similar to human and bovine tubercle 
bacilli in its reaction to acids and alkalies. 
However, it grows less profusely on solid 
media and practically not at all on the usual 
liquid culture media or nonprotein synthetic 
liquid media. Its sensitization to tuberculin 
skin reactions is similar to that of human or 
bovine tubercle bacilli. The vole acid-fast 
bacillus, strain “D 15,” 1938, was pathogenic 
(lethal) in relatively large amounts (about 1 
mg.) when injected intravenously into guinea 
pigs, white rats and mice. In rabbits, 10 mg. 
intravenously was pathogenic. In contrast, 
the universally avirulent human or bovine 
(BCG) tubercle bacilli are nonpathogenic 
(nonlethal) when given intravenously to these 
animals in relatively large amounts (1 to 
19 mg. or more). In the guinea pig, pro- 
gressive lesions were produced by the vole 
bacillus whether given intravenously or sub- 
cutaneously in relatively large amounts. The 
lesions produced by the vole bacillus are 
progressive, while those produced by avirulent 
human or bovine (BCG) tubercle bacilli even 
in large amounts are retrogressive and re- 
semble those produced by dead bacilli. The 
vole acid-fast bacillus injected in reasonable 
amounts produced a protection against infec- 
tion with virulent human tubercle about 
equal, but not superior, to that produced by 
like amounts of avirulent human or bovine 
(BCG) tubercle bacilli. While these amounts 
protect against the virulent infection, the vole 
infection, especially with the larger amounts 
used for protection, tends in many instances 
to show progression in the guinea pig. There- 
fore, no advantage was noted in the use of 
viable vole acid-fast bacilli over avirulent 
human or bovine (BCG) tubercle bacilli for 
immunizing. The retarded pathogenicity of 
the vole acid-fast bacillus as indicated by its 
slow restricted growth and disease production 


would indicate careful prolonged control 
observations before attempting to use it for 
immunizing man to replace the universally 
avirulent human or bovine tubercle bacilli.— 
Studies with the Vole (Meadow Mouse) 
Acid-fast Bacillus: Virulence, Pathogenicity 
and Specific Allergic Sensitizing and Im- 
munizing Properties, H. J. Corper & M. L. 
Cohn, Am. J. Clin. Path., January, 1948, 
13: 18 —(J.S. W.) 


Immunity in Tuberculosis.—From a previ- 
ous study it was concluded that the lymphatic 
nodes, especially in childhood, exert a barrier 
to the invasion of the blood-stream by 
tubercle bacilli. No patient treated for 
glandular tuberculosis at the sanatorium has 
required readmission for a fresh lesion other 
than in the lymph nodes. Reversing the 
procedure of the study, it was found that, of 
a series of 1,038 patients suffering from 
phthisis, only 32 (3 per cent) exhibited 
evidence of healed tuberculous lymphadenitis. 
Of these latter 32, only 5 had a progressive 
type of pulmonary tuberculosis, the other 27 
having a benign or sluggish pulmonary disease. 
Further analysis indicated that persons who 
developed some degree of tuberculous lymph- 
adenitis in childhood also developed a degree 
of immunity to tuberculosis, whereas those who 
developed a primary infection in adult life had 
a higher incidence of phthisis. This difference 
in behavior is ascribed to the increased amount 
and protection of lymphatic tissues in child- 
hood.—Relation of the Lymphatic Glands to 
Immunity against Tuberculosis, M. C. Wilkin- 
son & R. J. R. Cureton, Lancet, November 27, 
1943, 2: 662.—(J. B.) 


Leucocytic Index.—The leucocytic index is 
found by dividing the number of polynuclear 
neutrophils by the number of lymphocytes. 
An average normal index is approximately 
1.8. Arbitrarily a variation of 1.0 either 
way indicates pathological activity. Accord- 
ing to the authors, the number of lymphocytes 
indicates the degree of resistance of the pa- 
tient; the number of polynuclears the lack of 
resistance, if the system reacts to the infection. 
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The leucocytic index is a reliable factor in 
estimating the prognosis of infectious diseases 
and is an aid in determining the optimal time 
for surgical procedures. A high or rising index 
indicates low resistance and a prognosis the 
seriousness of which is in proportion to the 
height of the index. A low or falling index 


indicates a high or increasing resistance and 
a favorable prognosis.—The Leucocytic Index, 
Its Value in Diagnosis and Prognosis, L. A. 
Turley & J. T. McClellan, Am. J. Clin. 
Path., February, 1943, 13: 87.—(J. S. W.) 


Examination of Exudates.—Microscopical 
examination of the sediment of pleural, peri- 
cardial or abdominal collections of fluid is of 
the utmost importance, especially when 
tumors or tuberculosis are suspected. The 
value of such examinations is frequently 
nullified by the fact that a fibrin mesh forms 
quickly and envelopes bacteria and cells. 
This prevents the preparation of a good smear 
as well as of reliable paraffin sections. To 
obviate this difficulty it is recommended that 
the fluid be mixed with a 3.8 per cent solution 
of sodium citrate in the proportion of 1 to 5. 
To examine for cells, the fiuid should be per- 
mitted to stand overnight. It is then only 
necessary to examine the sediment. The 
specimen is centrifuged at low speed only if 
the time element is important and one cannot 
wait overnight. When the fluid is to be 
examined for tubercle bacilli, a large amount 
of fluid should be centrifuged at high speed 
for half an hour. The sediment may then be 
used for culture as well as for animal inocula- 
tion, or it may be examined directly —Uber 
die Technik der Untersuchung von Exsudaten 
(Pleura, Perikard, Aszites), speziell auf Car- 
cinom und Tuberkulose, R. Massini, Schweiz. 
med. Wehnschr., July 17, 1943, 73: 903.— 
(H. M.) 


Perifocal Tuberculous Inflammation.—Peri- 
focal inflammation is the exudative serofibrin- 
ous leucocytic reaction which involves the 
parenchyma of the lung surrounding an active 
tuberculous focus. Histologically the focus 
of infection is an expression of tissue altera- 


tions by bacteria and bacterial products. The 
perifocal reaction is a result of the tissue reac- 
tion to nonspecific substances and is caused 
by functional and circulatory alterations due 
to abnormal metabolism. Histologically it is 
an exudative and fibrinous process. It is 
probably caused by alterations in circulation 
around the tuberculous focus resultant from 
lysis of the bacilli with the release of endo- 
toxins into the tissue surrounding the focus of 
infection. The diffusion of toxins, the ul- 
timate cause of the perifocal inflammation, 
affects first the pleural region thereby produc- 
ing interlobar pleurisy. It may be produced 
by a primary infection, a reinfection or a 
reactivation of a previously inactive lesion. 
Perifocal inflammatory reaction may undergo 
three possible developments: (1) total resolu- 
tion of the exudate with restitution of the 
parenchyma of the lung to normal; (2) 
caseation with subsequent cavitation; or 
(3) fibrosis. Reabsorption with restitution 
to normal most commonly occurs. Caseation 
and cavitation in the perifocal area are of 
rare occurrence. When reabsorption is very 
slow the toxins released in the involved tissue 
cause sclerosis of the parenchyma leading to 
the production of fibrous tissue demonstrable 
in the roentgenograms by cord-like shadows 
extending peripherally from the tuberculous 
focus of infection. The symptomatology of 
such inflammatory reactions is indefinite and 
is characterized merely by toxicity, localized 
thoracic pain and the roentgenographic find- 
ings.—Inflamacion perifocal tuberculosa, A. 
Nario, Arch. de tisiol. y pneum., 1943, 2: 
35.—(A. A. E.) 


Hypothermia and Tuberculin Sensitivity.— 
Preliminary experiments had shown that 
guinea pigs can tolerate induced hypothermia 
as often as twice weekly over periods up to 
ten or twelve weeks if the rectal temperature 
reduction is maintained for not more than 
twenty-four hours. In the present experi- 
ments guinea pigs were infected subcu- 
taneously with virulent tubercle bacilli and, 
beginning the day after infection, subjected 
to a course of hypothermic treatment over 4 
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period of six weeks. The reductions of body 
temperature were induced by the third method 
previously described, by which sodium pheno- 
barbital (10 mg. per 100 g. of body weight) is 
injected intraperitoneally and the animal 
placed in a refrigerator. The individual 
treatments were of twenty-four hours’ dura- 
tion and these were repeated twice weekly 
for the six weeks’ period. The infecting dose 
was 0.1 mg. of H-37 injected subcutaneously 
in the groin. Sixty animals were inoculated 
and divided into three groups as follows: 
Group A (infected treated)—20 animals sub- 
jected to repeated chilling in the manner 
described. Group B (infected untreated con- 
trols)—20 animals which were infected at the 
same time and maintained thereafter in 
separate cages on standard diet. Group C 
(infected drug controls)—20 animals given 
equivalent amounts of sodium phenobarbital 
but not subjected to chilling. These animals 
were also deprived of food and water during 
the twenty-four hour periods similarly to the 
chilled animals. At the conclusion of the 
six weeks’ treatment period all the surviving 
animals were maintained until they suc- 
cumbed to the infection. The results show 
that repeated reduction of body temperature 
to levels 4 to 8°C. below normal for twenty- 
four hours at biweekly intervals over a period 
of six weeks caused no apparent inhibitory or 
significant promoting effect on experimental 
tuberculosis in guinea pigs infected subcu- 
taneously with a standard strain of virulent 
human tubercle bacilli. There was, however, 
in most instances, delay in the appearance of 
skin sensitivity to tuberculin in animals so 
treated and a lessened degree of sensitivity, at 
least during the period of intermittent treat- 
ment. The effect on tuberculin reactions 
is not due to local cooling of the skin since the 
tests were done in the intervals between hypo- 
thermic treatments. The reduction in skin 
sensitiveness differs from any hitherto pro- 
duced experimentally in that it is unrelated to 
specific desensitization or to terminal over- 
whelming infection— Hypothermia in Exz- 
perimental Infections. II. The Effect of Hy- 
pothermia on Tuberculin Sensitivity in Guinea 


Pigs, D. R. Duerschner, C. Muschenheim & 
J. D. Hardy, J. Infect. Dis., May-June, 
1948, 72: 188.—(F. G. P.) 


Therapeutic Efficacy of Sulfa Drugs in 
Experimental Tuberculosis.—The tuberculo- 
therapeutic efficacy of a number of compounds 
of the sulfonamide and sulfone series and 
sodium para-nitrobenzoate was studied in 
guinea pigs inoculated subcutaneously with 
0.0005 mg. of human tubercle bacilli, strain 
H37RV. The drugs or compounds other than 
the nitrobenzoate included two sulfones, one 
sulfonamide, sulfadiazine and promin. Treat- 
ment was delayed until six weeks after infec- 
tion. The dose of all compounds was ap- 
proximately 400 to 450 mg. daily. The drugs 
were administered in 1 per cent concentration 
in the feed. The experiment continued until 
all of the control (untreated) animals had died. 
The results indicated definitely the superiority 
of the derivatives of 4,4’-diaminodiphenyl- 
sulfone, such as promin, over derivatives con- 
taining a sulfonamide nucleus in combating 
experimental tuberculosis established in guinea 
pigs six weeks before treatment was begun. 
Further efforts should be directed toward the 
finding of compounds having the tuberculo- 
therapeutic efficacy of the more effective 
sulfones but with a considerably reduced toxic 
potential—Comparative Effects of Six Com- 
pounds Administered with Therapeutic Intent 
to Tuberculosis Guinea Pigs, W. H. Feldman 
& H. C. Hinshaw, Am. J. Clin. Path., 
March, 1943, 13: 144.—(J. S. W.) 


Therapy of Experimental Tuberculosis.— 
A group of 42 male guinea pigs were inoculated 
subcutaneously with 0.0005 mg. of human 
tubercle bacilli, strain H37RV. At the end of 
seven weeks all were sensitive to tuberculin. 
Four days later, 14 of the animals were given 
disodium formaldehyde sulfoxylate diamino- 
diphenylsulfone (a derivative of 4 , 4’-diamino- 
diphenylsulfone) mixed with the food so that 
each animal received 325 to 350 mg. in each 
twenty-four hour period. The remaining 28 
animals served as controls. The experiment 
was concluded two hundred and twenty-eight 
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days after inoculation. At this time, 71.4 
per cent of the control animals were dead, 
while only 14 per cent (2 animals) of the 
treated group had died. Grossly and micro- 
scopically there was significantly less tuber- 
culosis among the treated animals; in only 3 
were there moderate to extensive lesions of 
progressive tuberculosis in the spleens whereas 
in the livers of only 4 were lesions demon- 
strable at all. Residual lesions were found 
at the inoculation sites in 5 and in the axil- 
lary nodes in 9 of the treated animals, as com- 
pared with 26 and 28, respectively, for the 
controls. The drug used appears to be 
significantly less toxic for erythrocytes than 
its parent substance 4,4’-diaminodiphenyl- 
sulfone, and at the same time less effective in 
combating tuberculosis under comparable 
testing conditions —Therapeutic Effects of 
Disodium Formaldehyde Sulforylate Diamino- 
diphenylsulfone in Experimental Tuberculosis, 
W. H. Feldman, H. C. Hinshaw & H. E. 
Moses, Arch. Path., July, 1943, 36: 64.— 
(D. G. F.) 


Regulation of Respiration.—Respiration 
serves the double purpose of providing oxygen 
and eliminating carbon dioxide. It is subject 
to two, mainly independent, regulatory mecha- 
nisms: the automatic regulation, which de- 
termines the pulmonary exchange, or ventila- 
tion, and the voluntary control which 
determines or modifies the type of respiration. 
This voluntary control permits the organism 
to care for the ventilation in a variety of ways, 
as may be suited to the mechanical circum- 
stances. All respiratory functions are 
governed by a centre in the medulla. Thisisa 
structure several cubic millimeters in extent, 
consisting of neurons and connecting fibres. 
It consists of two centres. The primary, or 
initiative, centre is subject to extrinsic im- 
pulses. It is concerned with the respiratory 
exchange. The secondary, or effector, centre 
is governed by intrinsic impulses and deter- 
mines the type of respiration. All influences 
concerning the metabolic needs of the or- 
ganism are related to the initiative centre, 
whereas afferent impulses concerning the type 


of respiration directly attack the effector 
centre. The extrinsic control of the respira- 
tory centre, or the regulation of the ventila- 
tion, is closely connected with the extrinsic 
control of the circulation. The two probably 
have a common centre in the diencephalon, 
The afferent impulses to the initiative centre 
consist of chemical, endovascular and para- 
sympathetic stimuli, in addition to a control 
by higher nervous centres, which may in turn 
be exteroceptive, proprioceptive, vestibular, 
sympathetic, psychic or conditioned. The 
hyperpnoea of severe muscular work probably 
represents the summation of many stimuli of 
nervous and humoral origin, the normal 
accompaniment of muscular work. The afore- 
mentioned chemical stimuli may be direct, 
as in the case of carbon dioxide, or belong to 
the reflex chemical control, as is also the case 
with carbon dioxide and with oxygen. The 
haemodynamic control is always reflex in 
nature. The intrinsic regulation of the 
respiratory centre is in the hands of the 
effector centre. This is a complex motor 
centre which controls the type of respiration. 
To care for the metabolic needs of the 
individual the centre may vary the depth or 
the rate of respiration, or both. The product 
of the two is carefully guarded and represents 
precisely the respiratory exchange. The cen- 
tre is subdivided into two, the expiratory and 
the inspiratory centres. The latter is the 
active centre, whereas the former is mostly 
passive. These two centres work by recip 
rocal innervation, but the expiration is the 
more feeble component, and the activity of 
the centre at the time of inspiration consists 
mainly of reciprocal inhibition. Three types 
of respiratory movements are recognized, the 
slow inspiratory or expiratory type, the sym- 
metrical type, or the fast type. These types 
develop as the respiratory apparatus adapts 
itself to the mechanical resistances which 
oppose the respiratory motion. When the 
respiration starts with a median position of the 
diaphragm, the symmetrical type results. 
Under the influence of any agent which op- 
poses inspiration the diaphragm descends and 
the respiration becomes of the inspiratory 
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type. Conversely, if there is a hindrance to 
expiration the diaphragm rises and the 
movement becomes of the expiratory type. 
These two effects tend to change the thoracic 
volume, and with it the pulmonary volume. 
The respiratory effector centre reacts to such 
increase in thoracic volume through the ex- 
piratory effect, and to diminutions of thoracic 
volume through the inspiratory effect. The 
functions of the effector centre are thus 
postural and kinetic at the same time. The 
same forces which change the size of the tho- 
racic cage bring about a change in the type of 
respiration. The afferent impulses to the 
effector centre are manifold, but the most 
important factors are the proprioceptive im- 
pulses via the vagi. After vagal sectioning 
some proprioceptive impulses persist, but 
they are feeble and are of muscular and 
articular origin. The state of distention of 
the lungs at any one moment manifests itself 
in the frequency of nervous impulses relayed 
over the vagal pathways. The propriocep- 
tive reflexes from the lung exist also as purely 
tonic reflexes when the respiratory apparatus 
is at rest. They determine the position which 
the diaphragm and the other muscles will take 
in any situation. Other afferent components 
to the effector centre are: voluntary and reflex 
intervention of higher nervous centres; extero- 
ceptive reflexes, such as the sudden apnea 
when the nasal mucous membrane encounters 
a noxious agent; conditioned reflexes, such as 
the control of breathing while speaking; 
phasic respiration as accompanies certain 
types of muscular work; and heat dissipation 
in certain animals. The manifold stimuli 
which may bring about the same result, such 
as increase in respiratory exchange, demon- 
strate the wide margin of safety. Both 
centres work in the same direction and nor- 
mally augment one another, although strictly 
speaking their mode of action is independent. 
—La régulation de lactivité respiratoire mo- 
trice, O. Wyss, Schweiz. med. Wcehnschr., 
August 7, 1943, 73: 961—(H. M.) 


Atypical Pneumonia.—In order to em- 
phasize the epidemiological importance, to 


correlate clinical features with roent- 
genological findings and to clarify the patho- 
logical processes, the authors present a study 
of 200 unselected cases of atypical pneumonia 
that occurred during an epidemic of this 
disease at Fort Eustis, Virginia. Most of the 
outbreaks have occurred during the late 
fall or early winter months. A gradual onset 
was noted in the majority of patients. The 
most common early symptom was a dry cough. 
Pleuritic pain was uncommon. The majority 
of the white blood cell counts were normal. 
A definite leucopenia was rare. Only 6 
patients in the series of 200 were considered 
to be seriously ill, and one of these died. 
The maximum fever was usually reached in 
the first thirty-six hours and terminated by 
lysis in an average of five days regardless of 
the form of therapy. The disease may be 
said to be a self-limited type of pulmonary 
infection, with mild and infrequent complica- 
tions. Its high noneffective rate is particu- 
larly important to the military service. The 
pathological condition underlying the varied 
roentgenographic changes is that of bronchitis, 
bronchiolitis, peribronchitis and _peribron- 
chiolitis with associated atelectasis caused 
by mechanical obstruction of the bronchi and 
bronchioles and does not represent a true 
pneumonia. Eleven per cent of the cases 
presented apical lesions which may be confused 
with pulmonary tuberculosis unless progress 
film studies are made. Treatment with 
sulfathiazole and sulfanilamide is without 
effect on the clinical course of this disease.— 
Primary Atypical Pneumonia: A Report of 
Two Hundred Cases at Fort Eustis, Virginia, 
Capt. T. A. Campbell, Capt. P. S. Strong, 
Capt. G. S. Grier IT & Lt. R. J. Lutz, 
J. A. M. A., July 10, 1943, 122: 723.— 
(G. L. L.) 


Eosinophilic Lung Infiltrates and Ascaris.— 
The disease described by Léffler under the 
name of fleeting pulmonary infiltrations with 
eosinophilia may undoubtedly be caused by a 
variety of agents. It seems established that 
it has an allergic background and that the 
allergen may vary from case to case. Various 
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pollens and cold have been proven to be the 
cause in some cases. Ascaris has been im- 
plicated from time to time because of the 
tendency of the larvae to inhabit the lung. 
It has been established that, if large numbers 
of ascaris larvae are present, a certain pneu- 
monia results. But the picture is not typical 
of the disease described by Léffler, and the 
basis for it is mostly mechanical. Other cases 
have been described where the patients most 
certainly had ascaris in their intestinal tract, 
but no larvae were ever isolated from the 
sputum. The disease is now regarded as a 
toxic allergic one. The presence of ascaris 
in the intestinal tract sensitizes the individual 
to the toxins. When certain factors gain 
entrance into the organism the lung reacts 
in this allergic fashion. These factors may be 
the ingestion of but one single larva, or they 
may even be nonspecific in nature. The liver 
and the epidydimis may participate in the 
allergic reaction, or may be involved inde- 
pendently. The facts were weil substantiated 
by the case of a thirty-five year old woman. 
She was under treatment for a tuberculous 
cavity of the left lung, for which she received 
pneumothorax. She developed a variety of 
symptoms, namely swelling of the eyelids, and 
headache, for which no cause could be found. 
Some time thereafter she went through a 
typical eosinophilic pneumonia of the right 
upper lobe which cleared without a trace. 
After this she again had fever and the typical 
blood findings, accompanied by typical signs 
and symptoms of meningitis. The lungs re- 
mained clear. Lumbar puncture could not 
be done, but this episode is regarded as an 
eosinophilic reaction involving the meninges. 
She recovered from this. No ova were found 
in her stools. Thereafter she had two similar, 
though milder, episodes, and she was then 
given a vermifuge. An adult male ascaris 
was recovered from the stools, and with that 
the headaches and other minor complaints 
disappeared. To test the theory, the patient 
was tested locally with an ointment prepared 
from a human case of ascaris. She developed 
a violent local urticarial reaction. As a further 
check a suspension of ascaris was injected 


intracutaneously in the manner of a Mantoux 
test. She had an almost immediate severe 
local reaction followed shortly by a violent 
general reaction consisting mainly of dizziness, 
severe abdominal cramps and migraine. The 
general reaction lasted in its severe state for 
twenty-four hours. It was accompanied by a 
generalized urticarial eruption. Delayed local 
reactions were seen after twenty-four hours 
and after seven days.—Askaridiasis und 
eosinophiles Lwungeninfiltrat, E. Sommer, 
Schweiz. med. Wchnschr., September 18, 1948, 
73: 1132.—(H. M.) 


Spirochetosis of Lung.—Castellani’s pul- 
monary spirochetosis is a distinct clinical 
entity. Castellani first described it in 1906 
in Ceylon. Some ten years later it was en- 
countered in Europe. The causative agent 
is the Spirochete bronchalis. Some observers 
hold it to be identical with Vincent’s spiro- 
chete, but that does not seem to be the case. 
The disease may be acute, subacute, but in 
any case usually goes over into the chronic 
state, the most common form. It is charac- 
terized by bloody expectoration, little, if any, 
fever, secondary anaemia, but otherwise no 
disturbance of the general health. Although 
the disease may last for years the prognosis 
is good. The lesions are confined to the 
bronchi. Only occasionally the trachea is 
involved. Pathologically the lesions are ul- 
cerations surrounded by hyperaemic areas. 
In the only authenticated autopsy report 
there were deep ulcerations, also in the 
larynx, all of which contained numerous 
spirochetes. The bronchi showed areas of 
necrosis and thickening. The lungs are 
usually free of physical or roentgenological 
changes, and bronchography does not show 
any dilatations. The diagnosis should be 
suspected in any case of consistently bloody 
expectoration in the absence of tubercle 
bacilli or bronchiectasis. The disease is 
treated by intravenous injection of arsenicals, 
combined with bismuth intramuscularly. 
Some authors report good results with iodine 
locally or intravenously. A case report of a 
twenty-four year old soldier is given. Bloody 
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sputum was present for three years, and it 
contained numerous spirochetes but never 
tubercle _ bacilli. Bronchography and 
bronchoscopy were normal. There was a 
moderate secondary anaemia which responded 
to iron therapy. The symptoms disappeared 
under arsenic therapy but reappeared when 
treatment was stopped. In the author’s 
opinion the diagnosis would be made more 
frequently if all sputum specimens which are 
bloody and free of tubercle bacilli were 
examined for spirochetes.—Uber einen Fall 
von Castellanischer Lungen-Spirochdtose, S. 
Moeschlin, Schweiz. med. Wcehnschr., August 
14, 1948, 73: 995—(H. M.) 


Pulmonary Abscess.—From 1931 to 1942, 
52 patients with lung abscesses were seen at 
the Hépital Laval. Of these, 29 were puru- 
lent and 23 were putrid. The age of the 
patients was between seven and fifty-seven 
years; there were 39 men and 13 women. Of 
20 acute abscesses, 15 were purulent; 12 of 
them (80 per cent) healed spontaneously. Of 
5 putrid abscesses, two healed spontaneously. 
The other patients died. Of 32 chronic 
abscesses, 14 were purulent and 18 were 
putrid. Acute purulent abscesses should not 
be treated surgically. An abscess is called 
acute if it is not older than three months; 
however, spontaneous healing may occur also 
after three months. Acute putrid abscesses 
are to be operated on as soon as possible. 
Collapse therapy of pulmonary abscess is 
dangerous. Bronchoscopic aspiration facili- 
tates spontaneous healing and is of advantage 
before an operation. Chronic abscesses have 
to be treated surgically. Of 9 chronic 
abscesses which were operated upon, one was 
healed by lobectomy, one by pneumonectomy, 
one by pneumonotomy; one was improved by 
partial pneumonectomy; 5 died. Of the re- 
maining 23, 7 were cured, 7 were improved, 
4 were unimproved, 5 died. In the presence 
of a chronic lung abscess a latent tuberculosis 
may become active. No exogenous infection 
was seen in 46 nontuberculous patients with 
lung abscess who were at the sanatorium for 
three to six months.—Conéribution l'étude 
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des abscés pulmonaires, R. Desmeules, L. 
Rousseau & P. Richard, Laval méd., January, 
1944, 9: 30.—(G. C. L.) 


Coccidioidomycosis and Calcification.— 
In the course of studies in tuberculosis among 
Indians of the United States and Alaska, 
roentgenographic examinations were made of 
the chests of 3,024 children and young adults 
from one to nineteen years of age who failed 
to react to 0.000,02 and 0.005 mg. of purified 
protein derivative tuberculin injected intra- 
cutaneously. Of 704 such children living in 
the Pima Agency near Phoenix, Arizona, 
102, or 14.5 per cent, showed calcified pul- 
monary nodules. On the other hand, among 
419 Shoshone and Arapahoe children living 
on the Wind River Agency in Wyoming, only 
one of those failing to react to tuberculin 
showed a calcified nodule; of 332 Chippewa 
children from the Turtle Mountain Agency 
who were tuberculin-negative, 15, or 4.5 per 
cent, had such nodules, while of 592 nonreact- 
ing Sioux children of the Rosebud Agency and 
977 tuberculin-negative Indian children living 
in Southeastern Alaska, 1.0 and 0.2 per cent, 
respectively, showed calcified nodules. The 
high incidence of these nodules among children 
negative to tuberculin on the Pima Agency 
raised the possibility that they might be due 
to coccidioidomycosis. A large percentage of 
children of school age living on the Pima 
(83.6 per cent), San Carlos (92 per cent) and 
Sells (94.2 per cent) Agencies, and a small 
percentage of those living on the Fort Apache 
Agency (14.9 per cent) reacted to an injection 
of 0.1 cc. of a 1:1000 or a 1:100 dilution of 
coccidioidin, whereas in other reservation 
areas of the United States and Alaska the per- 
centage of coccidioidin reactors varied from 
zero to 1.0 per cent. An incidence of 5.9 
per cent among 117 adult tuberculous patients 
in Philadelphia tested with 1:10 coccidioidin 
suggests that the reaction induced by this 
larger dose may be nonspecific. A number of 
the children living on the Fort Apache Agency 
who reacted to coccidioidin had gone to school 
on the Pima Agency or had visited or lived in 
the San Carlos Agency. That the reaction 


ere 
ent 
The 
for 
ya 
cal 
ind 
er, 
43, 
al 
nt 
ers 
ro- 
in 
nic 
no 
h 
he 
aS. 
rt 
of 
re 
al 
be 
ly 
> 
le 
ls, 
dy 


48 ABSTRACTS 


to coccidioidin bears no relation to tuberculin 
sensitivity is shown by the fact that, of 285 
Alaskan Indians tested simultaneously with 
purified protein derivative tuberculin and with 
coccidioidin, 96 per cent were tuberculin- 
positive whereas there were no reactions to 
coccidioidin in 1:1000 dilution, and only 3 
reactions to a 1:10 dilution. There also 
appears to be no relation between sensitivity 
to coccidioidin and that due to the proteins 
of other acid-fast bacilli or Brucella abortus. 
Anergy cannot be considered responsible for 
the failure of those with pulmonary nodules 
to react to tuberculin, since 56 of 62 such 
persons treated with BCG vaccine became 
tuberculin-positive after one year. The ob- 
servations presented suggest that the occur- 
rence of calcified pulmonary nodules may be 
the result of pulmonary infection with 
Coccidioides immitis.—Relationship of Coccid- 
toidomycosis to Calcified Pulmonary Nodules, 
J. D. Aronson, R. M. Saylor & E. I. Parr, 
Arch. Path., July, 1942, 34: 31—(D. G. F.) 


Coccidioidomycosis in Rodents.—Of 105 ro- 
dents trapped in the desert around San Carlos, 
Arizona, 9 showed gross pulmonary lesions. 
Of these, 7 were pocket mice, one a kangaroo 
rat and one a ground squirrel. A total of 20 
nodules were found and examined micro- 
scopically; they were quite numerous in the 
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squirrel while only one was found in each of 3 
of the mice and the rat. Most of the nodules 
were about 1 mm. in diameter, and super- 
ficially located. The lower lobes were most 
often involved. The lesions were formed of 
fusiform epithelioid cells, often with a con- 
centric arrangement peripherally. There was 
a dense collar of lymphocytes around 3 of the 
nodules although a few of these cells were 
present in all, 6 showed large central areas of 
necrosis, fibrosis was present in 2, and in 4 
nodules which formed part of a compact group 
the central zone was composed of a sheet of 
large mononuclear cells. Fungi were present 
in all lesions but in only 2 nodules from 2 of 
the mice could cytoplasmic cleavage and 
mature endospores typical of coccidioides be 
demonstrated. In view of the similarity of 
all the lesions, however, it seems justifiable to 
describe them all as coccidioidal nodules. The 
lesions were all of the proliferative rather 
than the exudative type and suggest slow 
formation and growth; their fairly uniform 
size suggests that they were chronic lesions 
with growth rate decreasing with increasing 
age, since it is improbable that all the animals 
were infected at the same time.—Spontaneous 
Coccidioidal Granuloma in the Lungs of 
Wild Rodents, L. I. Ashburn & C. W. Em- 
mons, Arch. Path., November, 1942, 34: 
791.—(D. G. F.) 
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NUTRITIONAL ANEMIA IN INFANTS 


REASONS FOR EARLY FEEDING OF PABLUM (OR PABENA) 


1 The infant's initial store of iron is rapidly depleted during the first months of 
* life. (Mackay,' Elvehjem?). About 30% of the iron freed from the hemoglobin 
during the first two months is lost, and while hemoglobin destruction takes 
place, all infants are in negative iron balance. (Jeans,* and Usher, et al.*). 


y & During the early months of life the infant obtains very little iron from milk — 
1.44 mg. per day from the average bottle formula of 20 ounces or possibly 
1.7 mg. per day from 28 ounces of breast milk. (Holt,® Jeans*). The incidence 
of nutritional anemia has been found to be high among infants confined large- 
ly to a diet of cow's milk. (Davidson, et al.,° Usher, et al.,* Mackay’). 


For these reasons and also because of the low hemoglobin values so fre- 
quent among pregnant and nursing mothers (Strauss,” and Gottlieb and 
Strean*), the pediatric trend is constantly toward the addition of iron-con- 
taining foods at an early age, both to normal infants and those with pyloro- 
spasm. (Neff,® Blatt,*° Brennemann,"* Monypenny’”). 


THE CHOICE OF THE IRON-CONTAINING FOOD 


1 Many foods high in iron actually add very little to the diet because much of 

* the mineral is lost in cooking or because the amount fed is necessarily small or 

because the food has a high percentage of water. Strained spinach, for in- 
stance, contains only 1 to 1.4 mg. of iron per 100 Gm. (Bridges**). 


To be effective, food iron should be soluble. Some foods fairly high in total 
iron are low in soluble iron. Thus egg yolk and liver have less soluble iron than 
does farina, which is very low in total iron. (Summerfeldt**). Oxalate-contain- 
ing leafy vegetables are low in soluble iron and appear not to be well utilized 
as a source of iron by infants. (Kohler, et al.,2° and Stearns**). 


Pablum (and Pabena) are high both in total iron (30 mg. per 100 Gm.) and 
soluble iron (7.8 mg. per 100 Gm.) and can be fed in significant amounts at 
an early age, without digestive upsets. (Blatt,’° Monypenny’’) . Clinical studies 
of sick and well babies have shown Pablum to be of value in raising hemo- 
globin values (Crimm, et al.,"" Summerfeldt and Ross**), even when egg yolk 
and spinach were not effective (Stearns**). 


Pablum, a palatable mixed cereal food, vitamin and mineral enriched, and 
gooked thoroughly and dried, consists of wheatmeal (farina), oatmeal, wheat 
embryo, cornmeal, powdered beef bone, sodium chloride, alfalfa leaf, brewers’ 
yeast, ond reduced iron. (The oatmeal form, of Pablum is called Pabena.) 


*"*Bibliography on request. 
MEAD JOHNSON & CO., Evansville 21, Ind. U.S.A. 
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